Herein, we report an unusual case of large tonsillolith presented with acute otalgia. Since the tonsils and tonsillar fossa are supplied by the glossopharyngeal nerve, any irritation or pain can be referred to the ear along the tympanic branch of the glossopharyngeal (Jacobson's) nerve. Also, it is worth re-emphasizing that normal otoscopy must be followed by inspection of the nasal cavities, oral cavity, and oropharynx, with particular note given to the floor of mouth, teeth, tongue, and tonsils because the identification of a causative etiology is necessary to successfully treat referred otalgia.
be excluded.
Herein, we report an unusual case of large tonsillolith presented with acute otalgia and review the literature on this interesting disease entity. Since tonsil and tonsillar fossa are supplied by the glossopharyngeal nerve, any irritation or pain can be referred to the ear along the tympanic branch of the glossopharyngeal (Jacobson's) nerve. 2) The most common causes are temporomandibular joint syndrome, pharyngitis, dental disease, and cervical spine arthritis.
3) The severity of the pain is not indicative of the seriousness of pathology. Acute pharyngitis, tonsillitis, peritonsillitis, and peritonsillar abscess are common diseases that may cause referred otalgia.
Also, patients frequently complain of otalgia after tonsillectomy.
In these cases, referred otalgia subsides when the pharynx heals.
Lingual tonsillitis and foreign bodies, such as fish bones or chicken bones embedded in the base of the tongue or tonsillar area, are other common causes of referred otalgia. 4) Tonsilloliths are white or yellow colored stones composed of calcium salts such as hydroxyapatit, calcium carbonate apatitie, oxalates, or other magnesium salts, and may contain ammonium radicals. 7) Although the exact pathogenesis is not known, fibrosis near the openings of the tonsillar crypts due to repeated inflammation may result in accumulation of bacterial and epithelial debris and formation of retention cysts which can subsequently calcify. 8) Recent studies revealed that tonsilloliths exhibit biofilm structure and the formation of chemical gradients through physiological activity.
9)
Tonsilloliths may occur singly or in multiples and may be CT might sometimes be necessary, especially when the lesion is covered by mandibular ramus in plain film. 8, 12) The differential diagnosis of tonsilloliths includes radiopacities such as an elongated styloid process, a large maxillary tuberosity, calcifications of arteries, lymph nodes and salivary glands, phleboliths, prominent hamulus of the pterygoid, foreign bodies, abnormalities of the mandibular rami, and a displaced tooth.
11)
Most tonsilloliths are small and asymptomatic and require no treatment. Small, symptomatic tonsilloliths can be removed manually under local anesthesia, while large, symptomatic tonsilloliths associated with pain, swelling and dysphagia should be removed surgically. 12) In conclusion, I suggest that normal otoscopy should be followed by inspection of the nasal cavities, oral cavity, and oropharynx, with particular note given to the floor of mouth, teeth, tongue, and tonsils, because the identification of a causative etiology is necessary to successfully treat referred otalgia. Also, for better understanding of referred otalgia, the physician should first familiarize his or herself with the anatomic distribution of nerves associated with the ear. Irritation of these nerves, as well as irritation of distant branches of these nerves, may cause the perception of pain within the ear.
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